
normal, the appetite is good, and the bowels
slightly constipated. The movements are increased
if spoken of in her presence. The possibility of
any reflex irritation owing to intestinal worms
was dispelled by the administration of male fern,
chenopodium, and injections of turpentine and
sweet oil. There is no history of masturbation or
other genital irritation of any kind. No history
of fright or chorea prior to the scarlatinous attack.
No anaemia. The girl would generally be consid-
ered strong and sturdy and does not appear to be
of a markedly nervous temperament. The hand
and arm affected (the right) were wanner than the
left. This difference was only appreciable by the
touch, since the thermometer in the axillae marked
the same number of degrees in both cases. The
right hand was hot, dry, and feverish, although the
weather was cold and the child had come some dis-
tance. This case also recovered under the use of
arsenic, the red hue of the hand and arm gradually
disappearing as the patient's condition improved.

Case IV. George N., aged thirteen, came to the
Dispensary of the University Hospital suffering
from an irregular form of chorea, which, at times,
affects the whole body, but which is constantly pres-
ent to a slight degree in the right arm, from which
point the movements extend when he is suddenly
frightened or greatly excited, as by the sight of a

runaway horse or something of a similar character.
The arm does not appear to be much warmer than
normal unless the movements are about to extend
to the rest of the body, when the boy will say to bis
parents, " It'scorning, my hand is getting hot," and
within the next few minutes the general attack
comes on.2 That this attack is not epileptic is
shown by the fact that there is never loss of conscious-
ness or frothing at the mouth. He keeps on saving
what he wishes to say as if nothing was occurring,
although his mother tells me that his words are not
articulated clearly, owing to the movements affect-
ing the muscles of his mouth. He never falls down
during an attack and goes on with his work (sewing
rag carpet) after the attack passes off as if nothing
had occurred, although he is entirely conscious of
his having had one. If asked a question during an
attack he will invariably give a clear and lucid
answer. The beginning of this trouble dates back
six years. At that time, while at Atlantic City, he
was forced by his parents to take a surf-bath
although he was much averse to it, owing to fright.
He no sooner reached the water than his kicking
and screaming was replaced by rigidity. This
alarmed the parents and they immediaely took him
out and dressed him. After a few hours the child
seemed perfectly well. In the course of the next
few weeks the mother noticed a slight twitching of
the eyelids, chiefly affecting the left side. This was
so slight that the father denied its presence. This,
however, passed away at the approach of winter.
The following spring the movements appeared in
the right arm, and from this point have annually
made further inroads on the rest of the system till
the present condition has been reached. During the
summer, when he is out of town, he becomes almost

-

The mother says that the hand feels hot to the touch and that the
boy knows the approach of the attack, nut by any change of feeling
in the affected arm, but by the feeling which is conveyed to the
normal hand of increased heat when the affected hand la grasped.

entirely well. Sometimes the attacks come on with-
out apparent cause, generally in such cases following
several days of unusual quietude. One of the fre-
quent causes of a general attack is an imperative
eall, on the part of his father, to get up in the
morning. The boy has improved slightly under the
use of arsenic and tonics. He, however, is in every
way, but that mentioned, healthy, strong, well-
grown, and the possessor of a good digestion and
appetite.

This case, although not that of an ordinary
chorea, is very interesting, as showing the change
of temperature which takes place just before and
during the movements of the arm, which seems to
be the focus of each attack.

Case V. Robert P., aged nine. Came to the
Dispensary suffering from a constant and incessant
chronic movement of the eyelids.3 To all appear-
ance he is a strong, healthy boy and not of a neurotic
temperament. He is only a little pale and would
not be regarded as anaemic. His mother states
that last fall he had an attack of scarlet fever and
this trouble came on during convalescence. The
closest questioning fails to elicit any history of
paralysis, or of this disease in any form prior to
the attack of scarlet fever just mentioned. There
are no abnormalities about the heart and there is
no history of rheumatism. The appetite is good
and so is digestion. The bowels are in good order.
The eyelids, particularly the upper lids, are infected,
redder than normal, hot and feverish to the touch.
The boy also states that his " eyes feel hot," re-

ferring to the lids. There is no change in the eyes
themselves, either in the manner of moving the
ball or change of the pupil. Unfortunately the
actual temperature could not be taken owing to the
exposed position of the parts.

The treatment of this case consisted in the
administration of Fowler's solution, the child re-

covering in about three weeks.

Reports of Societies.
SUFFOLK DISTRICT MEDICAL SOCIETY.

SECTION OF OBSTETRICS AND O YN.ECOLOGY.

ROBERT 1). DIXON, MD., SECRETAKV.

February 18, 1885. Dit. James R. Chadwick in
the chair.

Dr. John Homans read a paper entitled
TE» CASES OF REMOVAL OF UTERINE TUMORS BY

LAPAROTOMY.

De. J. W. Elliot remarked that the reader was

especially to be congratulated on his success in the
last case mentioned. For other operators had found
the mortality very high in this class of cases, that
is, cases where the tumor grows more or less from
the cervix and extends into the broad ligament.

Dr. llomans's conclusions in regard to the intra-
peritoneal treatment of the stump were of interest
because they were opposed to the conclusions one
would draw from the statistics of other operators.
In ovariotomy the pedicle was at first treated by

8 This case is hardly one of mono-chorea, and is mentioned here
merely because the movements were localized and accompanied byincrease of temperature.
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the extra-peritoneal method ; this soon proved to be
far inferior to the intra-peritoneal. One would nat-
urally hope that the same advance could be made in
the operation for fibroids. So far, at least, this
hope has not been realized. Schroeder, of Berlin, has
just completed his first 100 operations, with 32
deaths. He has had the largest experience in the
intra-peritoneal method, and has much improved the
operation by using the temporary elastic ligature,
and by covering the stump with peritonaeum. Yet
his mortality is still very high. Martin, of Berlin,
follows Schroeder's method, and reports 60 oases,
with 20 deaths. He has tried to reduce the mor-

tality by drainage through the vagina. Spencer
Wells also uses the intra-peritoneal method, and
has a mortality of forty to fifty per cent. The
extra-peritoneal method has been practised more

successfully by Hegar, who reports, in 1881, 12
cases with only one death ; Keith, who reports, in
1883, 25 cases with two deaths ; and Bantock, who
reports, in 1883, 22 cases with two deaths. Thus,
we see from these statistics that the intra-peritoneal
method has a mortality of about thirty-three per
cent, in the hands of the best operators, while the
extra-peritoneal has a mortality of only eight to ten
per cent.

If Dr. Homans can succeed in getting satisfac-
tory results by the intra-peritoneal method it
will be a great advance, for the advantages of this
method in saving annoyance to the patient and
trouble to the doctor are obvious.

The indications for the operation are as yet quite
unsettled, and will, of course, depend largely on
the mortality. It is an interesting fact that as this
operation has been improved many fibroids which
used to be removed per vaginam, with a very high
rate of mortality, are now more safely removed by
laparotomy. Koeberle, at the last International
Medical Congress, said that only polypoid growths
and fibroids that protruded into the vagina should
be removed per vaginam, the rest by laparotomy.

Dr» Elliot thought that the cases best suited to
removal of the uterine appendages were those of
small fibroids. In such cases the weight of the
tumor was unimportant, and the haemorrhage and
its growth could usually be stopped by this opera-
tion.

Dr. Kimball, of Lowell, said that Dr. Homans's
operations stand better than the average in this line
of surgery. In 1863 Koeberle, in a pamphlet enti-
tled " Extirpation of the uterus by the supra-pubic
method," gives a list of 51 cases. In 14 of these
there was a wrong diagnosis : only nine of them re-

covered, and five died. He gives 20 pediculated
cases, of which eight recovered and 12 died. In
1864 Caternault gave a record of 76 cases, with 53
deaths and 23 recoveries. In 1869 Pean gave 44
cases, with 30 deaths and 14 recoveries, and Pozzi
11!) cases, with 77 deaths and 12 recoveries. Dr.
Kimball himself had operated upon 12 cases, six of
which recovered and six died. The 18 cases he
had to add to the 119 already recorded by Pozzi are
as follows :

—(1) Dr. Kimball, of Lowell. Solid fibroid, mis-
taken diagnosis ; died on the eleventh day.

(2) Dr. Kimball. Solid fibroid ; 30 pounds ;
cured.

(3) Dr. Kimball. Fibro-cystic tumor ; died at
the end of the seventh week from septicaemia.

(4) Dr. Kimball. Fibro-cystic; cured.
(5) Dr. Kimball. Fibro-cystic; died from septi-

caemia the third week.
(6) Dr. Kimball. Pediculated fibroid ; 16 pounds :

cured.
(7) Dr. Kimball. Solid fibroid ; twenty pounds ;

died from shock on the fourth day.
(8) Dr. Kimball. Fibro-cystic; cured.
(9) Dr. Kimball. Fibro-cystic; cured.
(10) Dr. Kimball. Solid fibroid ; 20 pounds ; died

the fourth day from peritonitis and septicemia.
(11) Dr. Kimball. Solid fibroid; 12 pounds;

died on the fifth day from peritonitis.
(12) Case in Vermont. Cured. Some months

later died of brain disease.
(13) Dr. Thomas, of New York. Weight fifty

pounds ; died from haemorrhage the third day.
(14) Dr. W. H. Byford, of Chicago. "Fibro-

cystic tumor ; died from shock.
(15) Dr. J. R. Chadwick, of Boston. Fibro-

cystic tumor ; died the eighth day from tetanus.
(16) Dr. Potter, Providence, R. I. Solid fibroid ;

cured.
(17) Dr. T. A. Emmet, of New York. Died

from shock.
(18) Samaritan Hospital, London. Communi-

cated by Dr. Keith, of Edinburgh ; cured.
Such was the record eight years ago. Of course,

it has been greatly enlarged since thai time, and
results correspondingly improved.

Regarding the question whether the pedicle should
be kept outside or dropped back, Dr. Kimball said
he generally prefers to keep it outside. The prac-
tice of Pean has been to draw the pedicle outside.
His mode of procedure at the time Dr. Kimball saw
him operate was as follows : He first brought the
tumor to view by an incision five or six inches in
length ; then, seizing it with a vulsellum, he brought
it firmly forward into the incision, thus preventing
the escape of intestines through the opening. He
next transfixed it with two long needles crossing
each other at right angles, and applied behind them
a ligature of annealed iron wire, drawn sufficiently
tight by an écraseur to cut off the circulation ; then,
after cutting away so much of"the tumor as hail
been drawn outside the incision, he proceeded to
repeat the same process, namely, bringing forward
the remaining portion of the tumor and cutting it
away, slice after slice, till he finally came to the neck,
or pedicle, which, after carefully ligating it with
wire, he brought forward and secured at the lower
end of the incision by a long, stout needle passed
transversely through its centre.

The tumor shown by Dr. Ilomans weighs thirty
pounds. Dr. Kimball spoke of removing one of
the same weight from a lady living in Longmeadow,
this State. In that case he transfixed the pedicle
and tied the two halves with silk, and around the
whole passed a ligature of annealed wire, and
brought the pedicle up to the lips of the wound, the
wire ligatures being kept outside, while those of
silk were passed down and out by the vagina. The
recovery was slow, and the ligatures were a very
long time coming away.

The first case of uterine tumor he ever had he
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diagnosticated as ovarian. The patient died two
weeks after the operation. In his next case he took
out the uterus and both ovaries. The woman recov-
ered. Dr. Kimball said that the most remarkable
ease that he had had anything to do with, as show-
ing the possibilities of this kind of surgery, was that
of a woman from Providence. She had a large
fibroid tumor, which was pressed so firmly into the
vagina that the os could not be felt, a case such as
he considered ought not to be touched, but upon
telling the patient so she became very indignant.
Two weeks after returning home she induced her
family physician to operate. The tumor, which was

extensively adherent to the adjacent parts, was
transfixed and tied in sections. In the course of
the operation the bladder was cut into to the extent
of one and one-half inches, and so was the intes-
tine to the same extent ; both of these openings
were closed with silver sutures. This patient finally
recovered, and the sutures came out one after an-
other in every direction, some of them through the
bladder and others through the wound. The woman
is now perfectly well.

One of Dr. Kimball's rules is not to remove a
uterine fibroid when it is crowded down into and in-
volves the vagina. It is oftentimes very difficult to
decide what to do in these cases, but, as a rule, he
refuses to operate, for they tire always exceedingly
unpromising. He had a case of this kind in Ver-
mont. The operation was performed according to
Pean's method, that is, of slicing it off, piece after
piece, and finally embracing the pedicle in a ligature
of annealed wire, drawn tight by an écraseur, which
also served by its connection with the écraseur to
keep the pedicle outside. The actual cautery was
used at first as a guard against secondary haemor-
rhage ; afterward, as there was considerable oozing
of blood, persulphate of iron was used very freely.
The bleeding was finally controlled by further tight-
ening the ligature with the écraseur. In this case

the intestines were not exposed. The wound healed
up slowly, but perfectly, and the patient recovered
from the operation, but two months later died from
disease of the brain.

He does not believe it a wise plan to operate un-
less the patient can be completely under the sur-

geon's control. He uses the antiseptic precautions
from first to last. Dr. Keith is understood to have
had already eighteen or more cases, with only two
deaths. He has certainly had wonderful success.
He takes entire care of his cases, which are usually
in a private establishment only two or three doors
from his own house. Dr. Kimball never operates
on a woman merely because she has a tumor and
desires to have it removed, because frequently these
tumors can be carried for a lifetime with no very
serious inconvenience. One of Dr. Kimball's fust
operations for the removal of a fibroid tumor oc-
curred in Connecticut. He had been sent for to
remove an ovarian tumor. He found, instead of an

ovarian, a fibroid tumor of the uterus. The pa-
tient was suffering from excessive uterine haemor-
rhages, was anaemic to the last degree, and so fee-
ble as to be unable to turn herself in bed. Her
menstruation was regular, and she was within three
days of the next period, which she felt sure would
prove fatal. As a last resort, it was proposed to

remove the uterus. After frankly stating to the
parties interested the great risk attending such a

procedure, the proposition was unhesitatingly ac-
cepted, and the organ removed. The patient made
a slow but perfect recovery. Dr. Kimball saw her
several years after the operation, enjoying excel-
lent health. She has gained sixty pounds in weight
since the operation. This, he believed, was the first
operation of the kind ever deliberately proposed and
successfully executed in connection with a correct
diagnosis.

The operation was severely criticized at the time
by a distinguished professor in one of our New
England medical colleges, and his criticisms were

repeated from time to time, until it was finally an-
nounced to his class that the patient was in a fair
way of recovery. Iu this case both ovaries were
removed with the tumor.

Dr. Marcy was reminded, by Dr. Kimball's re-

port, of the first case of hysterectomy he had ever
seen. It was ten or more years ago. He had as-
sisted Dr. Kimball in the removal of a large ovarian
cyst. There was an interstitial fibroid, the size of a

goose's egg, in the fundus. The wire loop of the
écraseur was applied to the cervix, and the portion
above removed with scissors. Haemorrhage was
controlled by the retention of the écraseur in the
wound. Tetanus supervened the third day. The
autopsy showed the complication of septic peritoni-
tis. Dr. Marcy had performed hysterectomy three
times at his private hospital in Cambridge. The
first time for a multiple myoma, and he removed
uterus and ovaries. The patient made an easy and
rapid recovery. The second was for cancer of the
fundus, in which operation he was assisted by Dr.
Kimball. The patient died the fifth day of septic
nephritis. The autopsy showed a clean, healthy
peritoneal cavity, but in the stump of the cervix
there was a small abscess. The third case was the
removal of a large fibroid, about eight pounds in
weight. The patient was exceedingly anaemic from
severe and repeated haemorrhages. Death occurred
on the fourth day, preceded by continued vomiting,
prior to which everything had appeared to progress
favorably. The autopsy revealed no local cause of
death. The stump was large, but no haemorrhage
had occurred, and repair processes had already com-
menced.

Dr. Marcy entered at some length into the dis-
cussion of the treatment of the pedicle. The ad-
vantages of the intra-peritoneal method are obvious.
Granted, its security from haemorrhage, with an

aseptic condition of the peritoneal cavity, the
complete closure of the abdominal wound, with
proper dressings, puts out of account the greatest
danger of all. septic poisoning. The extra-peri-
toneal method of treatment of the stump had the
advantage of keeping the wounded surfaces, liable
to bleed, under easy observation and control. How-
ever carefully dressed, the wound is one kept asep-
tic with much difficulty, and danger usually super-
venes from this cause.

It bad occurred to Dr. Marcy some years since
that the method used by dentists in protecting a
carious tooth from contamination from the fluids of
the mouth might be used with advantage in the pro-
tection of the abdominal cavity and viscera in the
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removal of uterine and other tumors. This is effected
as follows : A sheet of pure gum rubber, medium
bandage thickness, about one yard square, has a cir-
cular opening in the centre of about three inches in
diameter. This is reinforced by a ring of pure
rubber about one fourth of an inch in diameter,
which not only greatly strengthens the opening,
rendering it less likely to tear, but after it has been
crowded quite clown to the base of the tumor, makes
a most efficient point of support for the elastic
ligature. This pure rubber cord is applied in one
or more turns, as maybe sufficient to control haemor-
rhage about the base, and the tumor is removed.
The stump is cut in a double flap, and the edges
approximated so that the peritoneal surfaces may
be brought together, and it is carefully closed by
the over-and-over continuous suture of animal
tendon. First, however, the base of the stump
just above the elastic ligature is sewed through and
through by a continuous suture, shoemaker's stitch.
This is effected by a strong needle set in a firm han-
dle, with the eye near the point. The needle has a
rounded, not a cutting, point. Threaded with a

strong kangaroo, chromicized tendon, the stump is
transfixed, unthreaded, and the opposite end of the
tendon threaded and withdrawn. In this manner
stitch after stitch, in as fine subdivision as may be
judged wise, is repeated until the entire stump is
sewed through. Treated in this manner it is be-
lieved necrosis of the enclosed portion does not take
place, the tissues of the stump being only in a mod-
erate degree devitalized. If true, it is a manifest
gain over the various methods of ligature, cauteri-
zation, etc., now more generally in use, since necrosed
tissue, even if aseptic, is, like any foreign body, to
be avoided if possible. Dr. Marcy had used this
method of procedure in a considerable variety of
operations for a number of years with the greatest
of satisfaction. He first described it at the Inter-
national Medical Congress in London in 1880, and
afterward at the American Medical Association at
St. Paul, and it is published at length in the Trans-
actions.

If trustworthy, the advantages are certainly
marked. It renders the operation, usually dreaded
because of severe haemorrhage, nearly bloodless.
It protects the abdominal cavity from contamination
and manipulative irritation. With proper precau-
tion the operation is not likely to be followed by
septic poisoning. The abdominal wound is closed,
and resultant treatment therebv is greatlv simpli-
fied.

Dr. J. R. Ciiadwick said that his experience had
been even less fortunate than that of Dr. Marcy, as
he had had but three cases, all of which were fatal.
The first1 was in 1875, when he had removed by
abdominal section a fibroid tumor occupying the
body of the womb, and weighing four pounds ; the
pedicle, which consisted of the cervix uteri and
broad ligaments, was secured externally by the
clamp. The woman escaped all the ordinary risks,
and was convalescent, when tetanus set in on the
seventh day, and she died on the eighth. The au-

topsy showed commencing cicatrization of the
wound, and freedom from peritonitis, septicaemia,
and other lesions.

1 Boston Meilioal ami Surgical Journal, November 4, IS7S.

The second case was in a French Canadian, who
came to his private hospital in 1880 for the removal
of an abdominal tumor, supposed to be ovarian.
The uterus was imbedded iu the mass, weighing
about twenty pounds, so that it was removed down
to the vaginal insertion. The pedicle, consisting of
the cervix and broad ligament, was very large, and
was tied by many stout sutures, and cauterized by
perchloride of iron. She died of secondary haemor-
rhage a few hours after the operation. A cystic
degeneration of the right kidney was observed at the
time of the operation.

The third case occurred last winter. Dr. Chad-
wick tapped the woman at his private hospital,
and drew off thirty pounds of ascitic fluid, when
a hard, rounded tumor was discovered filling the
lower abdomen, and continuous with the uterine
body. Two months later she returned with the
abdomen more distended than before, and demanded
a radical operation. Although Dr. Chadwick gave
a poor prognosis, as he suspected, from the rapid-
ity of the tumor's development and the presence of
the ascites, that the growth was malignant, he
drew off fifty pounds of ascitic fluid, and three
days later (June 13, 1884) operated. The tumor
involved the whole body of the uterus. At its
upper end entered a large bundle of enormous blood-
vessels, the origin of which was uncertain, perhaps
from the omentum. These were tied and cut. The
pedicle was the cervix uteri enlarged to the size of
one's wrist ; this was transfixed and tied with stout
cord. After the tumor was cut away the pedicle
had to be transfixed many times before all haemor-
rhage was arrested. The patient died of shock
thirty hours after the operation. The tumor weighed
four pounds; its structure was at first pronounced
by Dr. W. F. Whitney to be sarcoma, but he was

subsequently ' ' inclined to look upon it rather as an

ordinary fibro-myoma than as a sarcoma." From
this opinion its clinical history and gross appear-
ances oblige Dr. Chadwick to differ. He believes
that it was sarcoma.

A few operators have had exceptionally good
results after this operation, but in general the
prognosis is still much less favorable than in ovari-
otomy. We are consequently led to seek relief to
our patients by such operations as Hegar's

—

the
removal of the ovaries, and Tait's

—

the removal
of the ovaries and Fallopian tubes. In both of
these operations, especially in the latter, the greater
part of the broad ligaments and their vessels is tied.
He has long entertained the belief that we might
ultimately find that merely tying the ligaments, and
thus cutting off most of the blood-supply to the
tumor and womb, would prove to be the essential
step of these operations, and that all cutting might
be dispensed with. To this opinion he has been led
by an attempt that he made several years ago to extir-
pate, by Freund's method, a universally cancerous
womb. He was compelled, by various complica-
tions, to desist from the extirpation, but before
closing the abdomen he tied both broad ligaments.
The woman survived the operation for a year, and
he was gratified to note that the severe haemorrhages
to which she had been subject did not recur. Had
the disease beeu uon-malignant he thinks it might
have been arrested. He has had no opportunity to
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test his theory. If it should prove true, it seems as

though it might be feasible to encircle the vessels in
the broad ligament by a ligature, with the aid of an
aneurism needle introduced through the walls of the
vagina, and thus the danger of opening the abdom-
inal cavity would be avoided.

Dr. Elliot is probably correct in his belief that
Tait's operation is most successful with small tumors,
but in view of the slow growth of most fibroid
tumors and the little inconvenience that they cause
the patient, Dr. Chadwick is strongly opposed to
subjecting patients to the danger, even of that oper-
ation, when the tumor is still small. He has been
surprised to find in how many of these growths he
has been unable to detect any enlargement, even
when followed for years.

Dr. Kimball remarked that we should consider if
there was any method other than laparotomy that
could be resorted to with a fair degree of success
to stop the growth or lessen the size of fibroids.
For this purpose Dr. Atlee, of Philadelphia, tried
the muriate of ammonia, given in closes of ten
grains three times a day, continuing it in some cases
for months and even for years, and claimed for it
many cures. Dr. Kimball had not had satisfactory
results from its use. In one case, however, where
he used it the woman was perfectly well in the
course of a single year. Another way by which
these growths have sometimes been arrested is by
an incision through the parietes covering the tumor,
thereby creating an impression, either by shock or

otherwise, which is followed by a suspension of its
further development. He mentioned a case which
was supposed to be ovarian, but upon cutting down
to the tumor a uterine fibroid was brought to view.
The operation was discontinued. Years afterward
the attending physician informed Dr. Kimball that
the tumor had ceased to grow after the operation.Still another case of fibroid which luid been diag-
nosticated as ovarian was cut down upon and the
tumor exposed. The wound was closed at once,
peritonitis supervened, the woman recovered, and
the tumor finally disappeared entirely. Dr. Green,
of Portland, made a similar mistake in diagnosis.
The tumor was exposed by an incision through the
parietes, and the woman got well, the tumor disap-
pearing soon after. Another peculiar case of
fibroid was one that Dr. Kimball cut down upon,
but the tumor was found to be so firmly adherent
that it could not be dislodged. The wound was closed.
It finally healed, but not till she had suffered severely
from peritonitis. The justification for the opera-
tion was that the woman had had several fright-
fully severe haemorrhages. After the operation they
ceased entirely, and she continued in comfortable
health for more than twenty years, and finally died
about one year ago from some other disease.

Dr. Kimball said that he has tried electrolysis,
and sometimes with good results. Formerly he
punctured the tumor through the abdominal wall,
introducing the electrodes at a distance of about
three inches from each other. Now he introduces
one electrode into the uterus, and places the other
outside, over the abdomen. The results have been
so directly connected with this operation that he
believes that great benefit is oftentimes derived
from it. He mentioned a case in particular, where

he passed a galvanic current into the tumor through
the abdominal wall and the tumor disappeared
entirely within a year. Another case got entirely
well after submitting to the electro-galvanic treat-
ment. More than a year after the operation he
examined the woman and found no trace of the
tumor. Many other instances might be given when
the passing a galvanic current through a fibroid
tumor has been followed by equally satisfactory
results.

Dr. Homans said that Dr. Keith has just reported
eighteen cases of hysterectomy, with three deaths,
in addition to the thirty-five cases he reported about
two years ago. Dr. Keith owes his success to his
careful, patient operating, and to the fact that he
blames himself if his patients die, and not the
climate, or the spray, or the surroundings. Dr.
Keith uses the actual cautery iu securing the
ovarian pedicle, and does not use the ligature, and
Dr. Homans believes that Dr. Keith expects much
from the cautery in the treatment of uterine tumors
by hysterectomy.

NEW YORK COUNTY MEDICAL ASSOCIA-
TION.

Stated meeting, March 16, 1885.

ETIOLOGY OP STILL-BIRTHS.

Dr. John Shrady read a paper on the aetiology
of still-births, in which he said that statistical
tables, which varied greatly in the summing up of
the average mortality, did not throw much light on

the true causes of death. Besides, for prudential
reasons in the suppression of crime, health boards
and bureaus of registry in large cities required the
burial of the foetus of any age, and thus the ac-

counting certificate, classifying the return as a still-
birth, necessarily swelled the death-rate more than
the facts warranted. Again, no statistics could
discriminate between the conservative and the reck-
less practitioner, much less determine how many lives
have been saved by the obstetric art. Who could,
in his own judgment, he asked, draw the line, so
far as any of these reports were concerned, between
a proper waiting upon nature and the resort to more

decided measures? Still, the fact could not be gain-
said that still-births are uncomfortably frequent, nor

in our calculations with wide columns of figures
could we hope to materially reduce the number.

In the front rank of devitalizing agencies, of
course, stood syphilis. Abortion, when this taint
was present, usually took place from the fifth to the
seventh month of utero-gestation. Having narrated
a number of interesting cases occurring in his own

practice, he said that he desired to draw attention
to the fact that in these citations the maternal sys-
tem was thoroughly saturated with the syphilitic
virus, and the fœtal inoculation was also necessa-

rily complete. Might it not be safely assumed, he
asked, that the female is more likely than the male
to transmit syphilis to progeny? Again, he went on

to say, without claiming too much for the iodide-of-
potassium treatment, he could not pass over with
justice the query of the late Dr. E. R. Peaslee,
whether the success of ultimate maternity may not
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be due to the gradual wearing out of the syphiliza-
tion, as manifested by the occurrence of abortions
at necessarily longer intervals, say the third, fourth,
and fifth months. He could recall an instance in
which a mother, after twelve expulsions of foetuses
of various degrees of development, crowned her hopes
in her forty-fifth year by giving birth to a healthy
boy at full term. In this case chlorate of potassium,
in combination with the tincture of chloride of iron,
was persistently employed during the last three
months of pregnancy.

He then alluded to other maternal dyscrasiœ act-
ing as factors in causing still-births, such as mala-
rial and uraemie poisoning, the concurrence of erup-
tive fevers, the implication of vital organs, and the
supervention of nervous shocks. Of all these urae-
mia seemed to be the most prolific of clanger, and
when this condition existed, as a rule, despite the
resources of our art, mother and child were likely
to perish together. In scarlet fever in the lying-in
chamber, according to his own experience, the child
born (luring the incubation stage of the maternal
disease finally escaped contagion altogether.
Whether phthisis was essentially a devitalizing
agent to the unborn he thought was to be doubted.
On the contrary, the generative function expended
all its energies in saving the new and jeopardized
life.

Passing from the consideration of developmental
to that of local causes, with especial reference to
foetal deaths occurring before labor, he said it was
found that metritis holds a prominent place as a
disturber of nutrition. How this was possible
could readily be seen, since the uterine mucous
membrane was to the placenta what periosteum was
to bone, and when metritis was chronic in form the
ovum was not likely to retain its vitality any num-
ber of months. Malformations of the uterus, al-
though relatively rare, were likewise mentioned as

productive agents in the blight of the ovum at any
stage of development, but presumably at an early
date.

He went on next to discuss disease of the pla-
centa, in regard to which Lusk, in his work on

Obstetrics, said : "Many authors dispute its very
existence, contending that the morbid changes hith-
erto referred to placentitis are simply due to retro-
gressive metamorphosis in extravasations. Other
writers affirm its existence, assign to it aetiological
relations with metritis and endometritis, and de-
scribe its pathology under the following heads : (a)
congestion, (b) hepatization and induration, (c)
suppuration." Chief among the frequently men-
tioned causes of still-births was fatty degeneration
of the placenta. The term had undoubtedly been
abused in the desire to offer the readiest explana-
tion of many phenomena, and had sometimes been
adopted to conceal ignorance. The question had
been raised in the minds of some, Is not the fatty
placenta the product of foetal death, and is it not
in accordance with the general law in till retrogrades
from a higher to a lower organization, as, for in-
stance, in the case of cicatrices, where the repara-
tivo method falls away from the standard of the
original structure ? A certain amount of fatty
degeneration was present in any placenta at about
the eighth month of utero-gestation, and was, in

some respects, analogous to the process of involu-
tion in the uterus itself, or at best, to condeuse the
words of Paget, existed as a defect, rather than as
a disease, of nutrition. In this connection, he
referred to a paper entitled " Degenerations of the
placenta," read before the New York Academy of
Medicine by Dr. Charles A. Leah, in which the
author adduced some very striking instances that
seemed to corroborate the affirmative side of the
question. He also read the report of a case to the
Cincinnati Academy of Medicine January 19, 1885,
by Dr. E. S. McKee, in which a patient who had a
number of abortions, due, apparently, to fatty de-
generation of the placenta, was treated so success-

fully with chlorate of potassium, in combination
with tincture of the chloride of iron, that she gave
birth to living children at full term in two successive
pregnancies.

1 hiving referred, in passing, to the alleged condi-
tion of tubercles in the placenta, and calcareous,
tibrinous, and waxy degenerations, he stated that a
certain class of cases were to be regarded as me-
chanical, both in their origin and effect. To direct
blows, falls, and the like, had been attributed many
a still-birth, but the number of mothers who had
escaped this catastrophe could never be counted.
He was inclined to doubt the efficiency of these
means in the production of such results, certainly
to such an extent as to qualify any direct testimony
in a medico-legal examination. Prolapsed funes
had contributed their quota toward fœtal mortality,
this being especially the case when the accident had
occurred before the arrival of the physician.

Thus far the matter had been discussed, he con-
tinued, from the maternal side ; but, as the late
Prof. George T. Elliott intimated, there was a side
to the question which had never claimed the atten-
tion it deserved, and that side could never be fully
investigated except in the light of autopsies. The
pathology of fœtal life was still obscure, and yet
he thought its elucidation would probably afford a
clue to many a vexed question in this department
of medical science. Except when a medico-legal
question was raised, autopsies upon still-born chil-
dren were exceedingly rare, the opposition of the
family usually presenting an insuperable bar-
rier to such investigations. Many unexpected
conditions were liable to be found in post-mor-
tem examinations of still-born infants, and to a
number of these Dr. Shrady now referred. In
one reported case no less than two quarts of
urine were found in the bladder, and in an-
other there was an umbilical hernia which con-
tained within its sac the liver and almost all the
intestines. The condition of the brain explained
by far the greater number of cases ; intra-cranial
effusions of serous character or apoplectic clots of
various sizes being found at the autopsy.

The discussion of the paper having been opened
by the President, Dr. Leah, in a few preliminary
remarks, in which he called attention to some of the
special points treated by Dr. Shrady, among those
who participated in it were Drs. Janeway, C. S.
Wood, Win. T. White, Hubbard, Buchanan, Obern-
dorfer, Hartmann, and Manly.

Dr. Janeway referred to a form of degeneration
of the placenta that was sometimes met, which had
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not been mentioned in the paper, namely, myxoma-
tous. He thought it well to call attention also to an-
other cause of still-births which had not been
alluded to, and which he believed to be a very fre-
quent one in New York. This was the use of ergot
by incompetent midwives. When one of the Com-
missioners of the Board of Health he had made a
careful investigation of this matter, and had found
that the use of ergot constituted a pretty large fac-
tor in the aetiology of still-births in all cases at-
tended by midwives. Another prominent factor
was the fact that in difficult cases of labor the mid-
wives usually waited too long before seuding for
skilled assistance. These matters he considered
important in view of the fact that about one third
of all the cases of confinement in New York were
attended by midwives.

The discussion was devoted to a large extent to
the relations of malarial poisoning to miscarriages,
and the question whether it was safe to give quinine
to pregnant women. While two or three expressed
the opinion that there probably was some danger in
the latter practice, and that it was advisable to use

quinine, when the drug was indicated, in small
closes, but at comparatively frequent intervals, the
greater number said they had never seen any inju-
rious effects from quinine, and believed that it could
be used with the same freedom in the case of preg-
nant women as in that of other individuals.

At the conclusion of the discussion the President
called attention to chronic obesity as a cause of
still-births. Although the pelvic diameters were

ample, there might be such obstruction offered by
the soft parts of the mother that the child could
not be born alive at term, and he related a case in
which he had successfully delivered the patieut of a

living child by resorting to the induction of prema-
ture labor.

Dr. Shrady had also seen cases in which chronic
obesity was the cause of the death of the child.

Dr. Charles A. Doremus exhibited
A NEW AND SIMPLE APPARATUS FOR DETERMINING

THE QUANTITY OF UREA IN THE URINE.

Dr. A. Flint, Jr., said that it was always a mat-
ter for congratulation when any addition was made
to the simple methods at our command of obtaining
important results, and he thought that no more im-
portant matter could be brought to the attention of
the practitioner than such a one for determining the
quantity of urea as Professor Doremus had just
demonstrated. If looked at from a practical point,
excessive accuracy was not called for, and in regard
to the few important facts that it was necessary for
the practitioner to know about the urine, there were

now, with this latest achievement of Dr. Doremus,
simple methods in the hands of the profession
which could be employed by all with the greatest
facility. In connection with the determination of
the quantity of urea iu the urine he referred to the
tests for albumen and sugar.

RARE PATHOLOGICAL SPECIMENS.

Dr. Janeway then presented two specimens of
great interest. The first one, which, he said, illus-
trated a point in doubt, was from a case of perfo-
rating ulcer of the oesophagus, which occurred in a

young child who died of dysentery. The ulcer,
which was round, and half an inch diameter, was
situated about one inch above the entrance of the
oesophagus into the stomach, and not in the poste-
rior, but the left lateral, wall. The point of inter-
est in connection with the ease was the fact that the
existence of such a peptic ulcer of the oesophagus
before death has been denied ; and in his recent
work on diseases of the throat and nose, includ-
ing those of the oesophagus, Morell Mackenzie
stated that a case of his own which he had reported
some time ago as " simple ulcer of the oesophagus,"
as well as one of Dr. Benson, were too incomplete
to be relied on. Mackenzie thought they were

open to the objection that the disease may have
been of malignant nature, the ulcerated surface not
having been submitted to the test of microscopic
examination. This, however, he believed was a
case of true peptic ulcer, such as was met with in
the stomach, and due to the action of the gastric
juice upon the mucous membrane. It was a difficult
thing to prove just what changes occurred before
death, and which were postmortem, in a case of this
kind ; but the ulcer here in the oesophagus presented
precisely the same appearances as those found in
the stomach, which were acknowledged by all to
give rise to perforation, peritonitis, and death. In
the present instance there was inflammation not
only of the connective tissue surrounding the
oesophagus, but also of the pericardium and left
pleura. Again, the odor of the parts was entirely
different from the sour odor characteristic of post-
mortem gastritic digestion. During life, however,
so far as could be ascertained, the child presented
no signs of pericarditis, pleurisy, or perforating
ulcer of the oesophagus.

The other specimen, Dr. Janeway said, was from
a case illustrating a rare method of sudden death.
It was that of a child who had a mass of enlarged
glands on the right side of the trachea, giving rise
to trachéal stenosis, and died very suddenly from
asphyxia. At the autopsy, a cheesy gland was
found at the bifurcation of the trachea, which had
produced ulcération, while, occluding the stenosed
passage, was a white mass which had become de-
tached from this. In addition, there wras a fibroid
induration of the upper lobe of the right lung, and
a thickening around the bronchi. In connection
with the case Dr. Janeway remarked that this bron-
chial and trachéal stenosis was not uncommon in
children.

THE DEATH OF DR. E. S. GAILLARD.

On motion of Dr. A. Flint, Jr., the following
resolution was adopted : — 

Resolved, That in the death of jour late associate.
Dr. E. S. Gaillard, the profession has lost a bright
ornament, medical journalism an able exponent,
and a prominent object of our Association—" the
maintenance of the honor and character of the
medical profession"—an earnest advocate and de-
fender.

—

The original lectures delivered by Harvey at
the College of Physicians are to be published in
autotype from the manuscript in the British
Museum, accompanied by a transcript.
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CHICAGO GYNAECOLOGICAL SOCIKTYJ

Regular meeting, February 20, 1885. The Pres-
ident, Dr. H. P. Merriman, in the chair.

Prof. Christian Fenger, M.D., presented the
following report of bis anatomical investigation
into Prof. W. II. Byford's

"two cases of mural PREGNANCY."2

The exact anatomical diagnosis, or minute clas-
sification, of an extra-uterine pregnancy is easy
enough in the early stages of the disease, but: be-
comes more and more difficult in the latter half and
toward the termination of the pregnancy. In the
early months it is only by accident that a patholog-
ical specimen is found. In the third to sixth month
the haemorrhage from rupture brings some speci-
mens to light, postmortem or by operation, and
here the diagnosis is yet comparatively easy. In the
hitter half, from the sixth to tenth month, the diag-
nosis, namely, exact location of fecundated ovum,
becomes often extremely difficult, next to impossi-
ble, on account of secondary changes after partial
destruction of Fallopian tubes and ovaries, and still
further difficult if a fatal peritonitis has further
contributed to mask the normal anatomical features
of the organs in question..

The two specimens sent to me for examination
belong to the class of late, and consequently diffi-
cult, cases, and in one of them decomposition was
advanced. Nevertheless, I think that a close exami-
nation of the specimens permits of a comparatively
exact classification of the two cases in question.
Before describing and demonstrating the specimens.
permit me to recall to your memories the different
forms of extra-uterine pregnancy.

The ovum is arrested somewhere in its normal
passage from the Graiifian follicle down to the
eamtm uteri, or drops out of the passage, without
or after rupture of the latter, into adjoining cavities
or spaces.

(1) Ovarian pregnancy.
The ovum remains in the ovary. Epiovarian

pregnancy : the ovum develops upon the ovary, hav-
ing left the Graatian follicle.

(2) Abdominal (or peritoneal) pregnancy.
The ovum drops down into the peritoneal cavity,

and does not reach the Fallopian tube at all.
(3) Tubal pregnancy.
I. Tubo-abdominal, or tubo-ovarian, pregnancy.
II. Tubal pregnancy (proper).
III. Tubo-uterine, or interstitial, or mural preg-

nancy.
IV. Extra-peritoneal pregnancy (in the broad

ligament, after rupture of the Fallopian tube).
(4) Pregnancy on one side of a uterus bicornis.
(5) Secondary abdominal or peritoneal pregnan-

cy. Ovary, tube, or even uterus (normal or bicor-
nis) is ruptured; the fœtus slips into the peritoneal
cavity, but remains in connection with the primary
sac.

I shall first describe and demónstrate Dr. Byford's
case No. 1. The uterus is large, four and a half
inches long, three inches broad at the fundus: the

1 Reported by W. W. .laggard, M.D.
2 Chicago Medical Journal and Examiner, Januar;. 1885.

cavity also considerably enlarged. In left side of
uterus and vagina I find an incision three and a half
inches long, united with silk sutures, leading from
the uterus and vagina into the sac, or, as certain
members of the Society called it, the adventitious
uterus. The sac can only be seen in fragments.
Its wall is one to two lines thick, the outside partly
covered with peritonaeum, partly adherent to sur-

rounding organs, namely, bladder, uterus, omentum.
The rectum I do not find. The right ovary and
Fallopian tube are missing. The left Fallopian
tube shows the following conditions : The uterine
portion of the tube is of normal size, passable only
for'a thin probe, .0005 mm. in diameter; at the
distance of half an inch from the fundus it is wider,
one eighth of an inch in diameter, and so it con-
tinues for four inches; then it suddenly dilates to
one inch in diameter, continues so for one inch, and
thereafter opens into the fœtal sac, the wall of the lat-
ter going continuously over into the wall of the tube.
The left ovary cannot be found. Large shreds of
the sac of the ovum, namely, amnion and cborion,
adhere to the sac here and there. The inside of the
sac is of dark-brown color, spotted, the color of
decomposed blood. This condition is most pro-
nounced in the part of the sac that covers the pos-
terior wall of the bladder and the anterior and pos-
terior wall of the uterus. On the uterus the sac is
thinner and more adherent (no subserous connec-
tive tissue) than on the bladder, where the wall of
the sac is about two nun., firm and movable against
the bladder.

From the condition in which we lind the left Fal-
lopian tube I think it safe to conclude that the ovum
has developed in its outer half, near the abdominal
end of the tube. The funnel-shaped dilatation of
the tube in this place, and the thickening of its wall,
which uninterruptedly continues as the wall of the
fœtal sac, proves the connection between the two
cavities, and this case of extra-uterine pregnancy
would thus be of the tubo-abdominaA variety. I be-
lieve that the ovum has commenced its development
in the tube, and then, with or without rupture of
the latter, has formed its sac on the surface of the
pelvic and surrounding abdominal organs. In
that respect it might be classified as a secondary
abdominal or peritoneal pregnancy, originating in
the abdominal end of the tube.

Dr. Byford's case No. "2. This case has a greater
interest, partly because the specimen is in a good
state of preservation, and partly because some of
its features seemingly point to another of the varie-
ties of abdominal pregnancy. In this case, it
will be remembered, laparotomy was performed;
part of the cyst and the upper two thirds of the
uterus were removed. The child I shall not under-
take to describe here, as it is irrelevant to the mat-
ter in question. We find the uterine appendices of
the right side, namely, broad ligament, round liga-
ment, Fallopian tube, and ovary, normal.

The uterus, amputated about the middle of the
neck, is of normal size, namely : the cavity one and
a quarter inch between the two uterine orifices of
the Fallopian tubes ; further down, one inch broad ;
still further down, half an inch broad; and in the
neck, a quarter of an inch broad. The average thick-
ness of uterine wall, three fourths to half an inch.
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To the left and behind the uterus, and in uninter-
rupted connection with the surface of the uterus,
is the sac, or adventitious uterus. From the ante-
rior surface of the sac, a quarter of an inch from
the left corner of fundus, is the left round ligament ;
it is enlarged a quarter of an inch in diameter.
On the upper surface of the sac, behind and to
the left of the fundus uteri, is a pocket covered
with peritonaeum, two and one-half inches broad,
three to three and one-half inches deep. The
upper free border of the pocket, or broad liga-
ment, forms a somewhat thickened ridge, which
runs in an arch just to the left, backward, then to
the right, then divides into two branches, a lower
one that runs around and to the right, and an upper
one that runs forward to the left, pointing toward the
left corner of the uterus. The ridge contains the
left Fallopian tube (the tube is seven inches long,
the same as the right tube). It runs to the left
backward, in an arch, and then bends to the right
downward and backward ; here it leaves the broad
ligament, and the canal enters the wall of the sac.
I low it terminates, if on the inside of the posterior
wall or not, cannot be surely made out, because the
sac is cut off here ; but there are no fimbriae, and it
does not appear outside of the sac, and has un-

doubtedly opened into the fœtal cavity. The uter-
ine portion of the tube is of normal size, permitting
the passage of a very fine probe only; the median
portion of the tube is normal, perhaps slightly di-
lated, three to five lines, six to ten mm. wide.
The termination of the tube in the wall of the
sac is an oval opening a quarter of an inch in diam-
eter, the borders of which are perfectly smooth :

no fimbria! anywhere visible. Of the left ovary
no trace can be found. The sac is, on the out-
side, clad with peritonaeum and smooth ; the wall of
the sac is from one to four to eight mm. thick, white,
and linn; the thickest part of the sac is, right be-
hind the fundus of the uterus, a quarter to half
an inch thick, and there the tissue, namely, fibres
of the uterine tissue of upper surface of fundus, is
continuous with the wall of the sac ; however, on
the posterior surface of neck and fundus. the tissue
of uterus is not continuous with the sac, but the
latter is separated from the uterus by a short layer
of connective tissue, which permits of dissection,
and loaves the posterior surface of uterus and
wall of sac with smooth areas; this is the
place where the placenta was situated. The inner
surface of the sac has an uneven, ragged, or velvety
appearance ; most ragged over the placental site,
close to and behind the neck of the uterus. Out-
side of this place there are numerous islands of
ragged, uneven appearance, with more smooth parts
between them. Several large vessels, a quarter of an
inch in diameter, partly free, partly adherent, are
found on the inside of the sac.

A microscopical examination of the wall of the
sac shows the following :

—(a) In the placental site : (1) tin inner layer of
free cotyledons or fimbriae ; (2) a layer of maternal
tissue, with cross-section of the cotyledons ; (3) a

heavy layer of connective-tissue bundles interspersed
with some organic muscle bundles ; (4) peritonaeum.

(b) A portion of the wall near the peripheral
opening of the Fallopian tube into the sac, which

I examined for ovarian tissue, presents exactly
the same appearance as (a).

(c) A thick part of the sac, some distance from
the placental site, and tube, gives the following :

—(1) An inner layer of areolated connective tissue
without cotyledons.

(2) A median heavy layer of connective-tissue
bundles, and bundles of organic muscle fibres.

(3) Peritonaeum.
(d) A thin portion of the sac presents the same

layers as (c).
In considering the anatomical diagnosis of this

case, I shall have to take into consideration mural,
ovarian, and tubo-abdominal pregnancy. /

(1) Can it be a mural or interstitial pregnancy?
The continuity of the sac (in the placental site)
with the upper surface of the fundus belongs to the
signs of mural pregnancy.

The uterine portion of the Fallopian tube is of
normal length and width. Consequently the
fecundated ovum could not have lodged and
developed here. However, a persisting " Gartner's
duct" might perhaps form a lateral branch of the
tube, branching off and running in the wall of the
uterus. And Baudelocque, the nephew, claims that
a mural pregnancy can take place when the fecun-
dated ovum lodges iu this blind duct. Kleinwächter
in his article, "Tubal pregnancy," in Eulenberg's
Encyclopaedia, remarks that this statement of
Baudelocque has yet to be proved. But supposing
a mural pregnancy had taken place here, and con-
sequently the uterine portion of the tube could be
found open outside of the sac, then we lack in this
case one essential confirmatory proof, namely :

—The abdominal end of the tube together with
the ovary must be found on the outer wall of the
sac somewhere, and opening into the peritonealcavity. Supposing that the ovary, for some reason,
was not found and the peripheral end of the tube
was obliterated and buried in the wall of the sac,
we might yet have had a mural pregnancy. In this
case, however, the tube opens into the wall of the
sac : if it has opened into the fœtal cavity, it cannot
be seen on the specimen (however, it looks as if it
had done so). The round ligament in mural preg-
nancy is expected to be pushed outward away from
the side of the uterus. This might be different if
the ovum could develop in the posterior wall of the
uterus ; but this possibility has never been proved.
Gartner's duct runs, not in the posterior wall, but
from the parovarium, first in the broad ligament
(in the same fold as the tube), then in the muscular
substance of the lateral border of the uterus and
down on the side of the vagina, where it terminates
blindly. The sac can be dissected off from the
posterior wall of neck und fundus uteri, which speaks
for the development on the posterior surface of, and
not iu, the posterior wall of the uterus. 'Thus,
although the positive proof against mural pregnancy,
namely, the opening of the tube into the fœtal
cavity, is wanting (the fault of the specimen), all
the signs of mural pregnancy, except the apparent
continuity of sac and uterus, are absent, hence I
shall declare against mural pregnancy.

(2) The next question then is, is it a tubo-ovarian,
tubo-abdominal, or ovarian pregnancy? Of an
ovarian pregnancy, we require : (a) that the tube
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do not participate in the formation of the sac

(Kleinwächter) ; (b) that ovarian tissue be found in
the wall of the sac ; (c) that there be a connection
I letween the sac and the uterus through the ligamen-
tum ovarii. Nowhere is any trace of ovarian tissue
to be found in the walls of the sac.

(3) Of a tubo-ovarian pregnancy, we would require :

(a) that the peritoneal end of the tube participate
in the formation the sac, that is, opens into the
sac ; (b) the ovary may be intact, but it may also
have been used up in the formation of the sac and
have disappeared either entirely or only remnants
found in the wall of the sac. (It is easy to see
how difficult it might be to find microscopic
remnants of ovarian tissue in the wall of a sac
one hundred times or more the size of a normal
ovary.)

As near as we, in my opinion, are able to come
to tin exact diagnosis in this case, I should pro-
nounce it a tubo-ovarian pregnancy. The exact
location of the spot where the fecundated ovum
has commenced development, it is, of course,
impossible to prove to satisfaction. Still there is
one interesting feature in this case, which, in my
opinion, throws some light on this point. This is
the pocket, the blind pocket, on the upper wall of
the sac, behind the uterus. As before stated, the
upper ridge of the posterior wall of the pocket,
namely, the ligamentum latum, or the Fallopian fold
of the ligament, forms a circular figure commencing
at the left border of the fundus and terminating at
about the same point; from the junction of the
middle and outer third, a branch goes off downward
and to the right. The tube is contained in the first
two thirds of the ridge and in the branch. The
final third of the ridge, that does not contain the
tube, but runs back toward the left corner of the
uterus, would, in my opinion, correspond with the
ligamentum ovarii. The formation of the pocket,
clad with the peritonaeum and having as upper
border the above-described ridge, can, in my
opinion, be explained if the ovum has been arrested
and commenced development in the ligamentum
infundibulo-ovarianum (líenle) between the fimbriae
that line the sulcus leading from the distal end of
the ovary to the ostium abdominale of the tube. If
the ovum is developed here, it can, (1) with the
vessels of the chorion, reach the abdominal ostium
of the tube, and thus permit the tube to open into
the sac ; (2) it may reach down on the lower or
posterior surface of the ovary and thus during its
growth lift up the ovary at the same time as it
destroys it, but in lifting it up preserve and enlarge
the peritoneal fold or pocket that is normally exist-
ing between the posterior surface of the peritoneal
fold, containing the tube and the anterior surface
of the peritoneal fold, containing the ovary and
ligamentum ovarii. In case the fecundated ovum,
from the ruptured Gratifiait follicle, had dropped
down below the ovary, and had been arrested, or
had taken hold on the peritoneal surface of
Douglas's fossa or on the posterior surface of
ovary ; if a development in such a way and place
is possible, the pocket could be formed of course,
but we could not expect to have the tube run into
or open into the wall of the extra-uterine sac.
Whether the pocket in question is formed in cases

where the ovum has been arrested in the peripheral
end of the tube, I do not know.

On motion, Professor Fenger's report was

accepted.
Dr. W. W. Jaggard presented, for Dr. E. C.

Dudley, an intra-mural leio-myoma of the uterus.
The fundus was more particularly involved ; the
cavity of the uterus was but slightly enlarged, and
the endometrium was normal. The tumor weighed
about fifteen pounds. Both tubes and ovaries were
removed with the uterus. The ovaries had under-
gone extensive cystic degeneration.

The tumor was removed by abdominal section in
the median line with supravaginal amputation of
the vaginal portion of the uterus, both ovaries and
tubes, on Friday, February 20th, in Mercj' Hospital.
The pedicle was surrounded by écraseur and rubber
ligatures before amputation ; subsequently, the
pedicle was secured in Dawson's clamp, and treated
after the extra-peritoneal method. The peritonaeum
was carefully stitched around the lower angle of the
incision and the parietal peritonaeum was in this
manner united to the visceral peritonaeum.

Dr. Henry T. Byford then read a paper
entitled

functions of the membranes in labor.

The writer discussed the possibility, probability,
and utility of the preservation of the membranes
from rupture, until they dilate, or aid in dilating, the
vulvoxvaginal orifice, as well as the cervix. [Re-
served for publication.]

DISCUSSION.

Dr. James H. Etheridge thought the paper
well-timed.

Dr. W. W. Jaggard, while not prepared to
accept the thesis of the paper as a universal
proposition, thought the attention to the functions
of the membranes, advised by Dr. Byford, would
go far to prevent cervical, vaginal, and perinea!
lacerations, in many cases.

Dr. D. T. Nelson said that the membranes, when
adherent to the cervix, as pointed out by Dr. De-
Laskee Miller, delayed labor. Under these condi-
tions puncture of the membranes was indicated.
In practice he tried to find out whether or no the
membranes were adherent to the cervix. If adher-
ent, he punctured the membrane ; if free, he always
waited for spontaneous rupture.

Dr. Philip Adolphus agreed with the author of
the paper in his conclusions, except in case of
hydramnion. Under such pathological conditions
it was frequently necessary to rupture the mem-
branes in order to secure uterine contractions.

Dr. J. Suydam Knox was in the habit of aiding
dilatation of the vaginal os with the finger. He
was under the impression that the membranes were
seldom operative in the dilatation of the vulvo-
vaginal orifice.

Dr. Edmund J. Dokking had followed Dr. By-
ford's suggestion during the past year, and believed
the method had prevented perineal lacerations in
many cases. Premature detachment of the placenta
was a possible danger from delayed rupture of the
bag of membranes.
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Dr. Edward Warren Sawyer believed that the
membranes should not be punctured until the os
uteri was dilated to the extent which the pelvis, in
the concrete case, would permit. The function of
the bag of waters in labor was the dilatation of the
os uteri. He ruptured the amnion in one half his
cases. There was as great variation in the devel-
opment of the uterine muscular tissue as in the de-
velopment of the biceps. Retardation of rupture
of the bag of membranes might lead to uterine
inertia, or to premature detachment of the placenta.
To follow nature's suggestions was a beautiful the-
ory ; but nature caused the membranes to be rup-
tured, in the majority of cases, before dilatation of
the vaginal os. He was in the habit of aiding dila-
tation of the cervix by the introduction of one or
two fingers within the cantil of the cervix ; he also
tried to peel off the membranes around the internal
os, and was conscious that he had materially influ-
enced, in a favorable direction, the process of par-
turition. The periphery of the os uteri was less
than the periphery of the vaginal orifice. It was
inconceivable, under such physical conditions, that
the bag of membranes, protruding through a smaller,
could dilate a larger, orifice.

Dr. Charles Warrington Eari.i: agreed with
Dr. Sawyer that natural processes should be imitated
in the puncture of the bag of membranes after com-

plete dilatation of the os uteri.
Dr. H. P. Merriman thought Dr. Byford's paper

contained excellent advice for the young practi-
tioner. The thesis could not be accepted as t» uni-
versal proposition. Dr. Sawyer and Dr. Earle bad
pointed out the conditions in which the application
of the method was contrai'ndicated.

Dr. Henry T. Byford, in conclusion, said that
be had distinctly pointed out, in bis paper, that the
retardation of rupture of the membranes was advis-
able only in perfectly physiological labors. The
members of the Society had called attention to
pathological conditions to which the method did not
apply.

Dr. Sawyer'had read a paper on " Occipito-pos-
terior positions " before the American Gynaecological
Society during October. A plausible explanation of
the fact that anterior rotation did not occur iu Dr.
Sawyer's thirty-niue cases might be found in the
premature rupture of the membranes.

The inaugural thesis of Charles Caldwell A.M.
(Dartmouth), M.D. (Harvard), entitled

TWO INTERESTING CASES IN OBSTETRICS.

was read by the Secretary.
Adjourned.

Recent Literature.
A System of Human Anatomy: including its medical

and surgical relations. By Harrison Allen, M.D.
Professor of Physiology in the University of
Pennsylvania, etc. Section VI. Organs of Sense,
of Digestion, and Genito-Urinary Organs. Phila-
delphia: Henry C. Lea's Son & Co. 1883.
The volume before us completes Dr. Allen's

Anatomy. It contains, in addition to the descrip-
tion of the parts named above, chapters on super-

ficial and topographical anatomy, on embryology
and on the methods of making post-mortem exami-
nations. We are struck, as we were in our study of
the earlier volumes, by the vast labor the author
has given to the work. This is shown by the con-
densations of the writings of a multitude of investi-
gators and by references to scattered and not easily
accessible papers on both anatomical and clinical
questions. There is much to praise in the way
this knowledge is presented.

Professor Allen appears to take particular
pleasure in the parts that treat of the pharynx, the
mouth, the teeth, and the soft palate. The remarks
on the tongue are good and interesting, but we miss
a description of the interlacing muscles that com-

pose it. The remarks on the liver that follow the
account of its structure contain much from Ludwig
Mtivet's work on the wounds of the liver and gall-
bladder. He reproduces five figures of frozen sec-
tions that show the liver with its relations. We
must remark, however, that figure 180 representing
 a sagittal section in the mammary line certainly
does not show the normal liver of an adult. Mayer's
tables showing what viscera are wounded by pro-
jectiles passing between certain points on the sur-
face are very instructive, though these points are

nut always defined as accurately as could be wished.
This remark applies even more forcibly to the sec-
tion on penetrating wounds from the same work.
What do we learn by being told that a knife-wound
of the right side of the abdomen three inches long
and three quarters of an inch wide wounded the
liver? We would mention Professor Allen's
remarks on the effect of the movements of the
viscera on the bile-duct as a happy instance of
applied anatomy.

We notice a very annoying mistake concerning
the action of the crico-thyroid muscle. We are told
that it has a lixed point in the crieoid cartilage and
draws the thyroid down, and a foot-note explains
that formerly the opposite opinion prevailed and
that the views given in the text are based on the
researches of Dr. F. II. Hooper. The fact is that
Dr. Hooper showed that the thyroid is the fixed
point, which was contrary to the then generally
received theory. It is evident that this error is the
result of an oversight. We have now and then to
regret a want of accuracy. It is not stated whether
the main fissure of the lung ends in the anterior or

the inferior surface. The vexed question of the
origin of the bile capillaries and their relation to
the liver cells is practically ignored. We are sur-

prised that in a work of this scope so little is said
of the skin. Nothing is said of the direction of the
hairs, nor of the direction in which the skin retracts
when cut in different regions. There is a slight
allusion to the ridges formed by papillae, but none

to Dr. Warren's fat columns.
The chapter on Superficial and Topographical

Anatomy does not treat of the positions of most
of the internal organs, as this matter has been dis-
cussed in the course of the work. The author takes
occasion to defend in a foot-note the statement
made in an earlier volume that in lumbar colotomy
the quadratus lumborum may be divided with
advantage and quotes Dr. L. McLane Tiffany in
support of his view, which is undoubtedly correct.
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